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1 1 severe rheumatoid arthritis, were less than 60 years old. Eight patients (10 knees) were affected by osteoarthritis and 10 (10 knees) by rheumatoid arthritis.
Five knees had been operated on previously (Table II) . One patient had previously fractured the tibia and fibula of the same leg. removed.
Of the 1 1 knees reviewed at 10 years or more, five were painful when rising from a chair ; this pain appeared to be retropatellar in origin, but was not sufficiently troublesome to warrant treatment. Deformity. Sixteen knees had fixed flexion deformity of more than 10#{176} before they were replaced.
There were two knees with fixed flexion deformities at one year, one associated with an arthrodesis and the other with a spontaneous ankylosis of the opposite knee in flexion. These deformities increased subsequently ; one was corrected by operative posterior release, only to recur. At review 10 years after operation a further two knees had developed flexion deformities (Table  III) , one in an 80-year-old who had become chairbound.
Range of flexion 1 year after operation Movement. The range offlexion in every knee was limited before operation : in 10 knees it was 60#{176} or less (Fig. 3) . After operation the range of flexion had improved in all but two instances, and in 17 knees it was 80#{176} or more (Table  IV) ; the greatest increase in flexion was seen in the most severely affected knees. The patient who became chairbound also developed flexion contractures which reduced movement (Fig.4) . Figure  9 Lateral radiograph ofthe left knee in fiexion. Figure  10 The right knee in flexion. whatsoever and is able to extend both knees fully without significant lag (Figs 1 1 and 12) ; the right knee can be actively extended from full flexion, but the left, from which the patella was removed, cannot. Flexion exceeds 90#{176} on both sides (Fig. 13) , and the knees are stable with no fixed flexion deformities (Figs 14 and 15 
